A debilitated patient with liver cirrhosis and poor haemostasis had a severe lower gastrointestinal haemorrhage. A superior mesenteric arteriogram revealed an early persistent and promiment draining vein in the ileocolic artery. Two fragments of Spongostan and silk were used to embolise the bleeding artery and the haemorrhage ceased immediately. No infarction of the embolised area was observed and the bleeding was controlled.
Lower gastrointestinal haemorrhage, defined as bleeding distal to the ligament of Treitz, is most common in patients over 50 years old. Several causes are implicated, of which diverticulosis is by far the most frequent (box 1).2 Most episodes stop spontaneously, although minor bleeding frequently re-occurs which is controlled by nonsurgical means. The bleeding source is commonly in the right side of the colon, an area that may be difficult to reach endoscopically.' Angiography is very useful in localisation, diagnosis and treatment. ' We report a patient with lower gastrointestinal haemorrhage due to arteriovenous malformation, who was diagnosed and treated with angiographic embolisation. The number of Spongostan fragments that should be used is unclear. We used two Spongostan and silk particles, about 2x 2 mm, which were placed in dilute contrast medium and deposited as distally as possible into the second branch of the ileocolic artery. Repeated flushing of the embolic material and contrast were performed until the persistent draining vein was no longer opacified. The most feared complication after embolisation is irreversible ischaemia with resultant bowel infarction or chronic stricture. Such a risk can be diminished by using the least amount of embolic material and by depositing the agents as distally as possible in the artery branch affected. This risk is higher in small bowel than in large bowel because of the greater and more tenous collateral potential.2 However, in some cases, small areas of ischaemia or infarction occur after embolisation; these are usually clinically well tolerated. Patients should be closely observed for several days after embolisation in search of signs of peritoneal irritation suggesting bowel ischaemia.5'6 Embolotherapy provides control of the bleeding in 80 to 100% of cases and rebleeding is rare.2 In the patient reported, haemostasis was achieved rapidly following embolisation without ischaemic changes to the embolised bowel. No recurrence of haemorrhage occurred in six months of follow-up.
